ABSTRACT BACKGROUND: The reproductive health of adolescents and young women is integral to the wellbeing of a society. This study was carried out to determine current sexual practices and contraceptive usage among female undergraduate students in a Southwest Nigerian tertiary institution. METHODS: It was a cross-sectional questionnaire based survey of female university undergraduates. Pre-tested questionnaire was used to elicit information on socio-demographic variables and sexual and contraceptive practices. Frequency tables were generated and univariate and multivariate logistic regressions were used to determine factors that influenced sexual and contraceptive practices. SPSS software version 16.0 was used for analysis. RESULTS: Of 350 students sampled, 306 completed the questionnaire. One hundred and eighty six (60.8%) students were currently sexually active. The mean age of sexual debut was 19.11 years. Sixty-six (35.5%) had more than one sexual partners. Contraceptive knowledge was 100%, but consistent use was 34.4%. A third of the respondents had sex for material rewards and/or under the influence of alcohol and recreational drugs. Students who were less than 20 years old (Adjusted OR: 3.52; 95%CI=2.10-6.82) were more likely to be sexually active while those from polygamous/separated families (Adjusted OR: 0.32; 95% CI=0.18-0.58) were less likely to be sexually active. CONCLUSION: There is a high level of sexual activity and low contraceptive use among female undergraduate students in Southwest Nigeria. More reproductive health education and promotion is necessary to safeguard their sexual health.
INTRODUCTION
Adolescents and young adults constitute a significant proportion of the world's population. Over one-quarter of the world's population is between the ages of 10 and 24; close to 90% of the world's young people live in developing countries (1) . The periods of adolescence and youth are the most productive and energetic times, characterized by risky behaviors including exploratory sexual practices. Due to their population base, their sexual and reproductive health behaviors critically affect the global wellbeing and population growth pattern (2) .
Reproductive health issues among adolescents and youth in Africa have been the subject of discussion. This is because they have a high level of premarital, often multiple, short-term sexual relationships. They do not use condom or use it inconsistently and are vulnerable to sexual violence and exploitation by older men (3) . Appropriate knowledge on sexuality (which should be a part of the education required to grow up healthily and reduce vulnerability to sexual exploitation and abuse), teenage pregnancy, unsafe abortion, transmission of HIV/AIDS and other sexually transmitted diseases is lacking among the adolescents (4) .Lack of information on these issues leaves them deficient in the will and skills required to avoid high risk behaviors and/or management of their consequences.
Information from previous studies in Nigeria suggests increasing sexual activity among single adolescents of both sexes. There is also progressive decrease in age at initiation of sex and poor contraceptive use (5) . The adverse health outcomes of risky sexual behavior were greater in females than in males; for example, Nigerian National Agency for Control of HIV/AIDS (NACA) reported a prevalence of 4.1% in people between 15 and 24 years, with adolescent girls three times more vulnerable than boys at the same age (6) . The HIV prevalence in Ekiti state is 1.4% (7) .
Periodic survey of the sexual behavior and contraceptive practices of young female students in our environment is required to assess the current situation. This would allow for appraisal of policy formulations that promote sexual health. Since most undergraduates are usually in their late teens and early twenties, a period characterized by sexual adventure and risky behavior, a study of the sexual practices among this group would be a mirror of happenings among young adults. This study therefore aimed to appraise the current sexual behavior and contraceptive practices in this group with the intent of recommending health promotional steps. To the best of our knowledge, no similar survey has been carried out among female students of a tertiary institution in Ekiti State.
MATERIALS AND METHODS
This descriptive cross-sectional study was conducted at the Ekiti State University, Southwest Nigeria in November 2012. The institution is a state government owned university. The institution has nine faculties with students from the first undergraduate year through the fifth undergraduate year and facilities for postgraduate training. There is a mixed (males and females) student population with off-campus accommodation. The study protocol was submitted to the Ethics and Research Committee for approval prior to the commencement of the study. Ethical approval was obtained from this committee (reference number: EKSUTH/A67/2012/09/002).
All female students in the institution were eligible for the study. Stratified random sampling was used in order to have an unbiased representative sample of the university. The female undergraduates were first stratified according to faculties (excluding the faculties in the College of Medicine because their students were not in session at the time of the study) to ensure coverage of every part of the university, and to achieve generalizability of the results to the entire university. Simple random sampling/ Balloting was done to avoid selection bias. All females that picked "yes" were requested to complete the questionnaire, while those that picked "no" did not fill the questionnaire. Fifty female students in each of the seven faculties were subsequently selected for administration of questionnaire. The objectives of the study were explained to the students and an informed consent, included on the first page of the questionnaire, was filled by participants before they filled the questionnaire. Those who did not consent were excluded, and incomplete forms were regarded as non-response.
Using contraceptive prevalence of 25.4% among female undergraduates in Nigeria (8), a sample size of 291 was obtained from Fisher's formula. N=Z 2 pq/d 2 : N= minimum sample size; Z= standard normal deviate corresponding to level of significance at 95%=1.96, p=prevalence from a previous study=25.4%, q=1-p, and d =level of precision, set at 5%. We, however, administered 350 copies of the questionnaire to allow for nonresponse.
A pre-tested semi-structured questionnaire was used. The design of the questionnaire was based on information from prior studies. It was designed in English Language. It was used to collect data on the students' socio-demographic characteristics, access to sex education, age of sexual debut, sexual and contraceptive practices in the last one year, number of sexual partners, etc. The questionnaire was self-administered with clarification supplied when required. The questions were restricted to the year of the survey in order to limit recall bias. Parental social class was classified according to Olusanya et al, (9) using the father's occupation and the mother's educational status. Family setting was classified as monogamous or polygamous based on the number of wives the respondents father had. The setting was described as separated if the parents are separated or divorced.
The assurance of anonymity and confidentiality was stated as the researchers identify sexual behavior as a sensitive issue. in order to maintain confidentiality, names, initials or identification numbers were not used. It is believed that the responses provided are correct.
For this study, 'risky sexual behavior' was defined as behavior that increases one's risk of contracting sexually transmitted infections and experiencing unintended pregnancies. It includes having sex while under the influence of alcohol or drugs and unprotected sexual behavior (10) . 'Consistent use of contraception' was defined as the use of at least one contraceptive method during every sexual exposure.
The data obtained from the questionnaire were analyzed using the SPSS version 16.0 software package. Frequency distributions and percentages were derived for variables. Univariate association of sociodemographic characteristics with likelihood of sexual activity and contraceptive usage was done. Strength of association was estimated using the crude odds ratio and the corresponding 95% confidence interval. Multivariate logistic regression model was fitted to factors that significantly contributed to the univariate regression model, p-value <0.05, to identify independent predictors of sexual activity or contraceptive use while controlling for confounders. Statistical significance was set at pvalues <0.05 at 95% confidence interval.
RESULTS
A total of 350 copies of the questionnaire were administered, but 306 respondents completed the questionnaire, giving a response rate of 87.4%. Mean age of the respondents was 21.85 ± 2.45 years; the ages ranged from 17-30 years. Predominantly, the students, 298 (97.4%), were single while 8(2.6%) were married. Most of them, 216(70.6%) hailed from monogamous families, 74(24.2%) were from polygamous families and 16(5.2%) were from separated or divorced parents (Table 1) .
Among the participants, 194(63.4%) reported ever having sexual intercourse. However, 186 (60.8%) were sexually active in the study year. All of those who reported sexual activity had heterosexual intercourse. The mean age of sexual debut was 19.11 years. Among those who were currently sexually active, 120(64.5%), reported having only one sexual partner, 38(20.4%) had 2 partners and 28(15.1%) had 3 or more sexual partners. Nineteen participants (10.2%) reported having sexual intercourse under the influence of alcohol or recreational drugs while 55(29.6%) had sexual intercourse for material rewards such as money. Fifty-one (27.4%) students had unwanted pregnancies which were all voluntarily terminated. Table 3 shows that all the respondents were aware of at least one method of contraception. The male condom was most frequently used (75.8%) followed by oral contraceptive pills (8.1%). Most of the respondents (82.4%) were aware of the female condom; however, none reported use. All the respondents were aware of at least one method of long term contraception (injectable and implants), but none reported use. Only two respondents used emergency contraception. Age at sexual debut, number of sexual partners and history of unwanted pregnancy did not influence use of contraceptive usage amongst the female students (Table 5 ). 
DISCUSSION
From our study, we found that 60.8% of female university undergraduates in Southwest Nigeria were currently sexually active. The mean age of sexual debut was 19.11 years. About 36% of those who were sexually exposed had more than one sexual partner. Most of them used contraceptives mainly male condom and oral pills. There were multiple sources of sex information, but only 7.8% had formal sex education from school. Age less than 20 years and family setting predicted possibility of sexual exposure as undergraduates.
The observed age at sexual debut is comparable to the findings by Cadmus and Owoaje in Ibadan, Nigeria (11) . It is also similar with the findings in South Africa, Ireland and Albania where sexual debut was at 17.3 years, 17.6 years and 18.8 years respectively (12) (13) (14) . Some geopolitical regions within Nigeria have reported earlier age of sexual debut (15, 16) . Religion and urbanization largely influenced sexual debut in those regions.
The finding that a third of those who were sexually active had more than one sexual partner highlights the risky sexual practices among these undergraduates. However, it is worthy of note that there seems to be a decline in the prevalence of multiple sexual partners when compared to earlier trend among the undergraduates in the region (3, 4) . The prevailing HIV/AIDS epidemics appear to have exerted positive constraint on sexual explorations.
Among the respondents, there was high level of information about sex, mostly from informal sources-peers, media, religious homes, etc. This is similar to the observation from the Southeast and Niger Delta regions of the country (17, 18) . Dependence on peers and the media for sex information puts the average adolescent at risk of gross misinformation. The current educational policy in Nigeria does not provide for integration of sexuality education in the school curriculum (19) . School sex education had been reported as poor since teachers were often too embarrassed and ill-prepared to broach the subject with the students (5). Outcome from this study demonstrates that the situation has not changed.
It is commendable that almost half of the participants had access to sex information through their families (parents and siblings). It was previously reported that parents have aversion to discuss sexual issues with children (13, 20) . Our finding may therefore portray a gradual departure from this norm.
Critical in promoting reproductive health of the adolescents is a planned process of sex education that will foster acquisition of factual information, formation of positive attitude, beliefs and values as well as the development of skills to cope with sexual pressure (21) . Though multiple channels-parents, peers, school teacher, etc. can be used to deliver the information, conscientious efforts must be made to ensure that the contents are healthy and not distorted. This is still lacking in our environment.
Contraceptive knowledge was high but was not matched with consistent use. Approximately 35% always use contraceptive method during intercourse, 31.2% did not use contraception during their last coitus. This inconsistent use of contraception has earlier been noted and attributed to ignorance, fear of side effects, poor access to contraception and spontaneity of adolescent sexual activities (8, 22) . In order to maintain and sustain healthy sexuality, attitudinal change in this area is inevitable.
A sequel of unprotected intercourse is unwanted pregnancy which occurred in 27.4% of the sexually active students. Unwanted pregnancy among teens and young people account for about three million unsafe abortions worldwide and the incidence seems to be on the rise (23) . Although abortion is not legalized in our setting, all the girls procured it somehow. Available evidence in Nigeria revealed that over 80% of adolescents who have an unwanted pregnancy seek the option of induced abortion with many of them using dangerous and unsafe methods (5, 24) . The economic implication of treating complications of unsafe abortion is profound which often steers the debate on review of our abortion legislation.
In congruence with findings from Ibadan, Nigeria (25), we found that engaging in sexual relations for monetary gains or under the influence of recreational drug are common among the undergraduate students. Sexual intercourse for monetary purpose reduces the bargaining power to insist on use of barrier contraception by the partner while those having sexual intercourse under the influence of drugs are usually not in the right frame of mind to insist on safe sex. Consequently, propensity for sexually transmitted infection is high.
Among the respondents using contraceptives, the commonest method was male condom. This is similar with some previous studies (7, 26) , but varied with the findings among Southeastern Nigerian female undergraduates who practised natural methods such as rhythm and calendar methods more (27) . It also differs from the practice among tertiary students in the United States where use of oral contraceptive pills dominates (28) . The high prevalence of male condom in our environment is probably due to ease of over-thecounter purchase and its cheap prices. More so, paucity of adolescent-friendly centres coupled with judgmental attitude of health workers may preclude the students from accessing health clinics for other contraceptive methods (29) . Though use of male condom was popular, its consistent and proper use is important to achieve effective protection against sexually transmitted infections including HIV/AIDS and unwanted pregnancy. However, two-thirds of the respondents were not consistent condom users.
Age less than 20 years was found to be a significantly related to likelihood of sexual activity in this study. Younger age as a factor for high risk sexual behavior was corroborated by other researches (30, 31) . This is probably because younger students are more prone to peer-pressure and have less will power to maintain abstinence or insistence on safe sex. Parents and family composition is also important contributor to sexual practices since they play a crucial role in defining the normative behavior of children (32); our finding that students' family settings predict sexual activity supports this assertion. However, in the work by Langille et al, no association was found between family composition and sexual behavior of adolescents (33) .
A limitation of the study was that the sexual and contraceptive practices were self-reported. This limitation was, however, tackled by the assurance of confidentiality and anonymity of the respondents, considering that sexual activity is a sensitive matter. It was believed that the responses provided were correct. Also, the need to recall sexual and contraceptive activity was addressed by limiting the period of sexual and contraceptive practices to the year of the survey. In conclusion, our study showed a high level of sexual activity among female undergraduates although involvement in multiple sexual relations tends to be reducing. Contraceptive knowledge was very high, but was not matched with consistent use. Planned, formal sex education was grossly deficient as the students relied on peers, media, religious houses and relatives for sex information in which its healthy content could not be guaranteed.
More advocacies in promotion of sexual and reproductive health among the youth are still essential in the Nigerian setting. Youth-friendly centres should be established in all tertiary institutions to enable the students to access unrestricted reproductive health information and care. Trained counselors with requisite competence in provision of sex education should be available in all institutions, and their services should be well known to all students. Sex education curriculum should be incorporated and taught in our schools.
